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STATE PLANFORMEDICALASSISTANCE 
UNDER TITLE X I X  OFTHESOCIALSECURITYACT 

STATE OF MARYLAND 

LIMITAT1limitations 

Tenosynovectomy; , 


Fasciectomy; 

Trigger finger retease; 

Biopsy- prostatic, testicular; 

Diagnostic Cystourethroscopy hospital:


(a) With ureteral catheterization, hospital, 
(b) With retrograde pyelography, hospital; 

Cystourethroscopy with biopsy; 
Cystourethroscopywith(including 

c ryosu rge ryor. t r ea tmen t  of minor less than 
lesions with or without biopsy; hospital; 

Cystourethroscopywith(includingfulguration 
c ryosurgery  of trigone,bladderneck,prostatic
urethra, or periurethral glands; hospital; 

Cystourethroscopy with internal urethrotomy; 

0.5 cm.) 

fossa, 

m s  

Cystourethroscopywithcalibration,and/ordilation of 
urethral  s t r ic ture  or  s tenosis ,  with or  without  meatotomy 
andinjectionprocedureforcystography,maleorfemale; 
hospital;

Cystourethroscopy with ureteral  meatotomy,  uni la teral  
or bilateral; 

Cystourethroscopywithremoval of foreignbody or 
calculus from urethra or bladder; simple; 

Litholapaxy, crushing of calculus in bladder and ;ernoval 
of fragments; simple, small (less than 2.5 cm.);

Dilation of ure thra l  s t r ic ture  by passage of-sound, male;  
initial; 

Dilation of urethral  str icture by passage ot sound, male; 
subsequent;

Dilation of ure thra l  s t r ic ture  by passage of fi l iform <;nd 
follower, male; initial; 

Di la t ion of  urethral  s t r ic ture  by passage of fi l iform and 
follower, male; subsequent; 

Dilation of femaleurethraincludingsuppositoryand/or . 
instillation; initial; 

Dilation of female urethra including suppository and/or 
instillation; subsequent; 

Destruction of condylomata,penis, mu1 multipe surgical
excision; 

Destruction of condylomata,vulva,multiple;surgical
excision; 



Angiogram., 

- -  
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STATE PLAN MEDICALASSISTANCE 
UNDER TITLE XIX OF THE SOCIALSECURITY ACT 

STATE OF MARYLAND 

LIMITATIONS-
Lumbar puncture, adult; 

Temporal artery biopsy or ligation; 

Laryngoscopy direct; diagnostic, except newborn; 

Bronchoscopy, with biopsy, rigid bronchoscope; 

Bronchoscopy, with removal of foreign body; 

Bronchoscopy,
diagnostic with biopsy, fiberoptic 

bronchoscope(flexible); 
Esophagoscopy with dilation; 
Esophagoscopy with biopsy; 
Esophagoscopy with cautery; 
Manipulation, dilation of esophagusbysound or bougie, 

guide wire or string, indirect initial; 
Gastroscopy with biopsy; 

fiberoptic with biopsyColonoscopy flexible beyond 

-splenic flexure. 
. .. -. . 

12 Preoperative inpatient days 'for the procedures listed .­

below must be preauthorized b y  the Program or its. 
designee.Forallotherprocedures,theProgram will 
notcover mare than 1 preauthorizedinpatientday '. 

unlessauthorizedbytheProgram; 

Dilation and Curettage, 
Hernia(umbilical) - Herniorrhaphy, 
Tonsillectomy and Adenoidectomy, 
Mini-laparotomy o r  Laparoscopy , 
Myelogram.. . ­. 

Hemorrhoidectomy, 
Bunionectomy , 

Myringotomy., 
Arthrotomy, -"5 

Memiscectomy .1 
Excision of l e s i o n s  of Skin , 
Mastoidectomy, 
Circumcision , 
Tendon Resection - .Hand(s), 
Orchiectomy, 
Cone Biopsy of Cervix, 
Venogram (relatedtopre-opworkup f o r  
. a vascular procedure) , 
cystoscopy , -_  
Cisternogram 
Bronchoscopy, 

, Stripping and . . . .  -

Arthroscopy, 

. .  Ligation - Varicose- Veins, 
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/Continued: 

Services that require 

preauthorization. 


13. 

14. 


15­

16. 

Orchiopexy, 

Osteotomy, 

SubmucousResection, 

Laryngoscopy, 

Anterior and Posterior Repair, 

Sep top la s ty  

Tympanoplasty, 

Lipoma Excision, 

Marsupialization of Bartholin's Gland Cyst 

CardiacCatheterization. 

ExcisionPilonidalCyst or Sinus, 

Repair. and Plastic Operations on Hand. 

Dental 'Procedures, 

Encephalography and Ventriculography , 

Amniocentesis, 

DecompressionforCarpalTunnelSyndrome, 

Surgical Debridements of Burns and Skin,. 

Excision Hydrocele ,. 


LiverBiopsy.and 

Cystourethroscopy,withfulguration.including 


cryosurgery , or resection of small bladder tumor c 
tumors ,orboth,  ( 0 . 5  to 2.0 cm.), hospital 

Surgicalproceduresforthetreatment of obesi ty .  

Thc department will preauthorizeserviceswhenthe 
providersubmitstotheDepartmentadequate 
documentation. 

i 
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STATE PLAN FOR MEDICAL ASSISTANCE 

UNDER TITLE XIX OF THE SOCIALSECURITY ACT 


STATE OF MARYLAND 


) PROGRAM LIMITATIONS 

i 
Services that require preauthorization 17. Kidney transplantations. 


-
18. 	 The following surgical procedures requir


preauthorization when performed on a hospital

inpatient or outpatient basis unless the patien

isalready an hospitalinpatientfor anothe 

condition or an unrelatedprocedure is beingdon, 

simultaneously which itself requires surgical

hospitalization. If an emergency necessitate 

performing any of the listed procedures on a 

inpatient basis, the provider shall request ant 

obtain postauthorization before billing. The 

procedures are: 


repair ir of blepharoptosis and lid retraction 

Reconstructionof eyelidwith flapsorgrafts

Other reconstruction of eyelid;

Other repair of eyelid;

Other reconstructive surgery on cornea;

Surgical correction of prominent ear; 

Other plastic repair of external ear; 

Repair and plasticoperation on nose; 

Plastic repair of the mouth; 

Palatoplasty;

Other operations on vessels; 

Insertion of testicular prosthesis;

Operations of penis;

Vaginal construction and reconstruction; 

Operations of clitoris; 

Operations on facial bones and joints;

Partial ostectomy of facial bones; 

Operations on the breast; 

Augmentation mammoplasty;

Other operations on the breast; 

Injection or tattooing of skin lesion 0: 


defect. 


. .  

Approval Date jun 1 123:  


supersedes TN# 
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PROGRAM 


Services that require preauthorization 


, 

LIMITATIONS 


17. Kidney trhnsplantations. 


18. The surgical requir
following. procedures

preauthorization when performed on a hospital

inpatient or outpatient basis unless
the patien

isalready an hospitalinpatient �or another 

condition or an unrelated procedureis being done 

simultaneouslywhichitselfrequiressurgica

hospitalization. If an emergencynecessitate 

performing any of the listed procedures on a. 

inpatient basis, the provider shall request ant 

obtainpostauthorizationbeforebilling. Thc 

procedures are: 


Rep ir of blepharoptosis andlid retraction 

Reconstructionof eyelidwith
flaps or grafts

Other reconstruction of eyelid;

Other repair of eyelid;

Other reconstructive surgery on cornea; 

Surgical correction of prominent ear; 

Other plastic repa;-r ofexternal ear; 

Repair and plastic operation on nose; 

Plastic repair ofthe mouth; 

Palatoplasty;

Other operations on vessels; 

Insertion of testicular prosthesis;

Operations of penis;

Vaginal construction and reconstruction; 

Operations of clitoris; 

Operations on facial bonesand joints; 

Partial ostectomy of facial bones; 

Operations on thebreast; 

Augmentation mammoplasty;

Other operations on the breast; 

Injection or tattooing of skin lesion 0: 

defect. 


TN# 9543 
. .

Supersedes TN# Effective
Date I ; ; i 1.i I f l  
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STATE PLAN FOR MEDICAL ASSISTANCE 

UNDER TITLE XIX O F  THE SOCIAL SECURITY ACT 


STATE OF M A R Y L A N D  

PROGRAM 

2.  OutpatientHospital 1. 
Services 

2 .  

3 .  

4 .  

5. 

6. 

7 .  

8. 

9.  

L 

1 0 .  

11. 

12 .  

limitations TAT1ONS 

Servicesnotmedicallynecessary. 

Abortions if notperformedinaccordancewith 
State law for Medicaid budgeting. 

Sterilizations if notperformedaccordingtocriteria 
containedin 42  C . F . R .  $441.250-441.259, and if 
theappropriateforms,asestablishedbyguidelines, 
a r e  not properlycompletedandattachedtotheclaim. 

Outpatientvisitsprimarilyforadministration of 
investigationaldrugs,orservices which a re  
investigational or experimental. 

Hospitalservicesorprocedureswhichare 
investigational or experimental. 

Any item deniedbyMedicareasmedicallyunjustified. 

Repealed - effective8/12/85. 

Outpatientvisitssolelyfortheadministration of 
injections,unless medical necessityandthepatient's 
inabilitytotakeappropriateoralmedicationsare 
documentedinthepatient's medical record. 

Outpatientvisitsforwhichthepurposeisthe 
accomplishmentofone o r  more of the following: 

a.Prescriptiondrugor foodsupplementpick-up, 
collectionofspecimensforlaboratoryprocedures. 

b. Recording of anelectrocardiogram. 

c.Ascertainingthepatient'sweight. 

Interpretation of laboratory tests or panels.  

Autopsies. 

Centralnervoussystemstimulantsandanorectic 
agents whenusedforweightcontrol. 

Y 



Continued: 
' , I  ' '  - C .  

2 .  Outpa t i en t  
S e r v i c e s  

Hosp i t a l  13. immunizat ionsrequired f o r  crave1 o u t s i d s  the . Uni ted  -S ta t e s .  

14. 


1s. 
- .-.. 

16. 

1 7 .  

1s. Day c a r e  

13. 

20. 


- -2i. P o d i a t r ys e r v i c e se x c l u d e d  by thePod ia t ryProgram,  -
CONAR 10 C9.1S. 

. .  



s t a t e  p l a n  FOR m e d i c a l  a s s i t a n c e  
under TITLE X I S  OF THE s o c i a l  s e c u r i t y  ACT 

PROGRAM 

7 Outpatient_ _  Hospital 
services 

Services that require 
?reauthorization. 

s t a t e  OF m a r y l a n d  

limitations 

25. ( reserved 

26.  Psychiatricdayhospitalization intensive short term psychiatric 

27 

1 .  

3-. 

3 .  

4. 


5 .  

6 .  

7. 

x. 

treatment for any  part of a 24 hour day t o r  a m i n i m u m  01. 1 

consecutive hours per day) unless the Program has been 

approved by the Office o f  Licensing and Certification programs 

and has a Certification of Need from the Maryland health 

Resources Planning Commission. i f  required. 


Outpatient laboratory tests (other than in emergency sitiuations 

not specifically ordered by the attending physician o r  other 

responsible practitioner. 


Cosmetic surgery. 


Lipectomy. 


Refractions for the purpose of prescribing eyeglasses. 


Contact lens evaluation and fitting. 


Vision care according t o  COMAR 10.09.14.06, and 


COMAR 10.09.23.07. 


Dental care according t o  COMAR 10.09.05.06, and 


COMAR 10.09.23.07. 


Podiatry care according t o  COMAR 10.09.15.06. 


Medical supplies and durable equipment according t o  


COMAR 10.09.12. 


AUG 2 9 1936 ' 



s t a t e  PL.\\FOR m e d i c a l  ASSISTAnCE 
u n d e r  TITLE XIX OF THE SOCIAL s e c u r i t y  ACT 

STATE OF m a r y l a n d  D 

PROGRAM 
(Continued) 
services t h a t  require 9 
preauthorization 

11. 

12. 

13. 

l i m i t a t i o n s  

services which have been determined by medicare t o  hc  
ineffective unsafe or without proven clinical value ;ire generally 
presumed t o  be not medically necessary. but will hc 
preauthorized i t '  the provider can satisfactory document medical 

., ,necessity. Theseservices are found in ,Medica carriersers 
, .Manual Part 3. claims Prc,cess. c h a p t e r  111. coverage issues 

appendix 

A l l  evaluations, procedures. and treatments related in any way IO 

sex reassignments. 


Injections for male hormones for biologic females and female 

hormones for biologic males. 


Surgical procedures for the treatment of obesity. 


The following surgical procedures require preauthorization when 

performed on a hospital outpatient basis: 


Repair of blepharoptosis and lid retraction: 


Reconstruction of eyelid with flaps or grafts; 


Other reconstruction o f  eyelid; 


Other repair of eyelid: 


Other reconstructive surgery on cornea: 


Surgical correction of prominent ear: 


Other plastic repair of external car; 


repair and plastic operation on nose; 


aug 2 9 1996 



s t a t e  PL.-!\ FOR m e d i c a l  assistance 
under TITLE NIX OF THE SOCIAL s e c u r i t y  ACT 

p r o g r a m  

2.B. 	 Rural Health Clinics 
Services and other 
Ambulatory Services 
furnished by a Rural 
Health Clinic. 

s t a t e  OF m a r y l a n d  

limitations 

Plastic repair 01' the mouth: 

Palatoplasty; 

Other operations on vessels; 


Insertion o f  testicular prosthesis; 


Operations o f  penis; 


Vaginal construction and reconstruction; 


Operations of clitoris; 


Operations o n  facial bones and joints: 


Partial ostectomy of facial bones; 


Operations o n  the breast; 


Augmentation mammoplasty: 


Other operations on the breast; 


Injection o r  tattooing of skin lesion o r  defect. 


1. 	 Ruralhealthclinic serviceslimited to the Federal 
requirements 42 CFR Parts 405, 339. 450.4x1. 

3_ .  	 Otherambulatoryserviceslimited by specific 
programs covered i n  the Maryland State Plan numbered 
3. 4 . B . .  4.C. .  6 .a . .  6 .b . .  1 0 .  1 l . a . .  12 . a .  17 .d . .  17 .~1 . .18 


